Training Anaesthetists SIR,-I should like to add the following comments to those already expressed in your leading article on training of anaesthetists (22 January, p. 194) and in the correspondence that followed (5 February, p. 372) .
Clearly the authors of Proposals for the FuLture Training of Anaesthetistsl and of Higher Specialist Training for Anaesthetists2 have not felt it within their terms of reference to discuss the related problems of manpower and recruitment. However, the recommendations that anaesthetists should as part of their training obtain experience in medical posts such as general practice or general medicine indicates that these plans are likely to prove expensive in terms of manpower. I would suggest that unless the traditional structure of an-iesthetic staffing in hospitals is considerably modified the proposed schemes will have to be restricted to centres where resources are relatively plentiful and that, despite the declared intention to implement training schemes flexibly, a proliferation of section 38 non-teaching service posts is inevitable.
An even distribution of staffing allied to training schemes could be achieved if junior doctors from certain specialties were encouraged to undergo a preliminary one year's training in anaesthetics by ensuring that such a course seemed relevant to their future career. A body of partially-trained but certificated anaesthetic personnel would thus be created who could provide a supplementary anaesthetic service in such spheres as anaesthesia for E.C.T., extradural analgesia in obstetrics, minor accident surgery, and dentistry and resuscitation in coronary care, intensive therapy, and neonatal emergencies. Medical Advice on Contraception SIR,-It is often implied in the press, sometimes even in the medical press, that any sort of restraint in prescribing "the pill" is always the result of religious or moral prejudice. It is refreshing, therefore, to read Dr. Violet Anderson's "Personal View" (26 August, p. 524).
Advice on true "family" planning-that is, on the spacing and limitation of children in the family-is relatively simple. But, to advise those who seek coital experience without its normal biological consequences outside any concept of family is more difficult. As Dr. Anderson says, a girl of 16 or 17 may have to subject herself to six or seven years of physiological manipulation. Her chances of being involved in emotionally disturbing and biologically frustrated relationships must be increased-and this before her "family planning" even begins.
It has been said that a woman's sexual experience is not complete until her child is weaned, while the long-term effects on the individual, let alone those on the community, cannot yet be predicted. To describe all this as "natural behaviour" is clearly false. In short, the unwanted pregnancy is not the only problem on which advice and education is needed.
My experience in general practice is that engaged and married couples earnestly seek and are grateful for advice. Some of the others, however, just want a prescription for the pill, have already determined their attitudes, and are not really interested in advice. They are also ignorant of basic biology, let alone their own physiology. With the environment putting so much stress on sexual arousal they are confused about means and ends.
Of course it is right that doctors should not primarily be concerned to approve or to disapprove, and that advice should be freely available. It usually is in general practice. And while advice is not always heeded any suggestion that all girls are morons, incapable of education, and in urgent need of birth control protection must be refuted. I support Dr. Anderson in believing that the medical profession must resist all pressures to prescribe without education, explanation, and advice. In one case immediate and in the other slower but steady relief was obtained and recovery followed in both, the tube being removed after a few days. I have been unable to find a reference to this procedure in the human patient, doubtless owing to the inadequacy of the search, and I would be interested to hear of the experience of others.
-I am, etc.,
Mechanics of Elastic Bandaging SIR,-When an elastic bandage is applied to a leg for varicose veins or ulcer the object may be to empty the superficial veins of blood, but surely it would not be wished to interfere with the arterial supply or the microcirculation. I would suggest, therefore, that the pressure applied should not on any account exceed the pressure at the venous ends of capillaries. This varies, of course, from vessel to vessel and from time to time, and much more according to whether the patient is upright or recumbent. While not fearing that excessive compression is often applied to the legs of ambulent patients, I
would urge that not more than at the most a pressure of 10 mm Hg should ever be allowed at night.
To calculate the pressure being exerted on a leg at any particular bandage tension Laplace's formula for tubes would be used:
P=T/R, where P is the pressure in dynes/ cm2, T is the tension in dynes/cm, and R is the radius of curvature in cm of the surface being bandaged. At an ankle of radius 4 cm a pressure of 10 mm Hg would correspond to a tenson of 54 g/cm. Allowing for the usual 50% overlap this would amount to 408 g on a 15-cm bandage (14 oz on a 6-in bandage). Even moderate stretching of the elastic of an adhesive bandage intended to be left on at night can greatly exceed this figure. No wonder such bandages are apt to become so painful at night that patients learn to get up to relieve the pain and that ulcers occasionally appear beneath them. Both the pain and the ulcers are surely ischaemic.
It is usually recommended that the tension should get less as elastic bandaging proceeds up the leg. But for any given tension the pressure resulting is inversely proportional to the radius of curvature. In a standing subject venous pressure at the groin is about half what it is at the ankle, but the radius of curvature in the thigh is often more like three times as great as at the ankle. The advice is therefore unnecessary. Treating Incontinence Electrically SIR,-Our experience in a special clinic in a big general hospital of treating incontinence electrically differs from that stated in your leading article (17 June, p. 670). We have had most promising results from treating urinary stress incontinence by electric stimulation of the pelvic floor muscles. When there is no obvious defect of the genital tract we regard stress incontinence as a urological and not a gynaecological problem. We therefore examine every patient for a neurological disorder and for inflammatory or neoplastic lesions of the urinary tract or the pelvis.
As you state, there are three methods of electrical treatment of stress incontinencethe implant electrode, the anal plug electrode, and the vaginal tampon electrode.
We have used the vaginal tampon electrode in female stress incontinence for two years. Patients with cystoceles were referred to the gynaecological department for repair and patients with excessive scarring after gynaecological operations, a short vaginal stump, or a narrow introitus were excluded after an unsuccessful trial. A rectal plug electrode would have been the treatment of choice in those patients. We have treated over 20 cases so far and have followed them up over periods of from two months to two years. Kirschner Wire Extraction Forceps SIR,-The use of Kirschner wires for fixing small fracture fragments and also in the elective surgery of small bones and joints is an established and valuable technique. It is often undesirable to leave the end of the wire outside the skin, and it is divided so that the cut end lies in the subcutaneous tissues.
The removal of the wire later can pose the problems of limited exposure and difficulty in gripping the end in the depths of a small wound. Similarly there has been no instrument which could grasp with sufficient purchase the end of a wire that has migrated into bone leaving only a short length protruding.
These difficulties led to a search for a forceps suitable in such circumstances. A most satisfactory instrument has proved to be a lower incisor dental forceps of which the lower jaw has been bent so that the tips of the jaws just meet. These grip firmly as little as one millimetre of protruding wire sufficiently strongly to pull out the most tightly-seated Kirschner wire (see Fig.) 
